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Tracheal Papilloma with Exceptionally Longer
Interval of Recurrence
Teruya Komatsu and Yutaka Takahashi, Department of Thoracic Surgery, Kobe City General Hospital, 
Kobe, Japan.
A case of recurrent respiratory papilloma of the trachea was reviewed in accordance with other literature.
A 66-year-old man with the chief complaint of haemoptysis was referred to our department for meticu-
lous checkup. According to his past medical history of laser ablation for laryngeal and tracheal papil-
loma, recurrence of the papilloma was first suspected and confirmed by bronchoscopic biopsy. The
recurrent papilloma, of about 5 mm in diameter, was located at the same endotracheal lesion, left side of
the middle trachea, where the former first and second tracheal papillomas had been detected and treated
with Nd-YAG laser. Under general anaesthesia with endotracheal intubation, the patient underwent bron-
choscopic resection of the recurrent papilloma with KTP laser. The bronchoscopic resection was uneventful,
as was the postoperative course. In this report, the clinical manifestations of and therapeutic approach
for tracheal papilloma are reviewed. [Asian J Surg 2007;30(1):88–90]
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Introduction
Tracheal papilloma has rarely been reported, and patients
with that ailment have the tendency to suffer from recur-
rence. We present a 66-year-old man with recurrent tra-
cheal papilloma, in whom the interval of recurrence was
exceptionally longer compared to those reported in the
literature.
Case report
A 66-year-old man was admitted to our department for
the examination of haemosputum. According to his past
medical history, he had undergone endoscopic Nd-YAG
laser treatment for laryngotracheal papilloma twice previ-
ously. The first laser treatment was for laryngeal papilloma
31 years ago, and the second was for tracheal papilloma
21 years ago. The radiographic findings of his computed
tomography scan revealed a moderately enhanced intra-
tracheal mass of about 5 mm in diameter at the middle
trachea, which was also reconfirmed by bronchoscopy.
The papillary mass, histologically shown (Figures 1 and 2)
to be squamous papilloma that was the same as that 21
years ago (Figure 3), was bronchoscopically resected with
KTP laser, and regular bronchoscopic check-up over 4
months of follow-up has found no recurrence.
Discussion
Tracheal papilloma, the causes of which are not well
established as in other respiratory papillomas with the
suspected involvement of human papilloma viruses (types
6 and 11) as causative agents mentioned in the literature,
is a usually benign neoplasm with a small possibility of
malignant transformation (the rate of malignant trans-
formation was about 1.6% according to Dedo and Yu),3
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and is characterized by a high rate of recurrence.1–3
Most respiratory tract tumours are malignant, and
benign tumours are quite rare (approximately 1.9% of all
lung tumours), the majority of which are papilloma and
hamartoma.4
The presentation and prognosis of laryngeal and tra-
cheal papilloma are very different. Soldatski et al reported 
that primary tracheal papilloma is very rare because tra-
cheal papillomas are usually the recurrent form of laryn-
geal papilloma, and that the more distally the respiratory
papilloma recurs (e.g. involvement of bronchi or pul-
monary parenchyma), the worse the prognosis, citing the
high mortality from pulmonary papilloma of 25–75%.5
Perkins et al suggested that there is a correlation between
tracheostomy and intratracheal distal spread of papilloma;
however, at present the risk factors for recurrence have
not been well established.6
In our case, the recurrence interval (first onset 31 years
ago and second onset 21 years ago) was 10–20 years,
which is exceptional according to the definition of 
Dedo and Yu that the clinical cure of tracheal papilloma
is no papilloma for 5 years after last removal.7 So, tracheal
papilloma may recur at any time; therefore, it is impor-
tant for every physician to suspect recurrent papilloma
when they examine patients complaining of haemo-
sputum or dyspnoea with a past history of respiratory
papilloma.
The aim of treatment for tracheal papilloma is to
accomplish a tumour-free state and maintenance of 
the appropriate airway for breathing, which can be
obtained by surgical resection with bronchoscopic 
laser or electrocauterizer, even though there is a high 
possibility of recurrence.1
Long et al1 reported that 10% of recurrent respiratory
papilloma (RRP) cases required adjuvant therapies (cido-
fovir intralesional injections, photodynamic therapy,
pulsed dye laser, indole-3-carbinol, etc.) due to recurrence
within a short period of time, multisite spread of the 
disease, or airway compromise by rapid regrowth.8 In 
this case, the third recurrent tracheal papilloma was well
localized and pedunculated, which was successfully
resected with KTP/Nd-YAG laser under endotracheal
intubation.
Figure 1. Macroscopic view of the resected tracheal papilloma.
It is white and pedunculated, measuring about 5 mm in diameter.
Figure 3. Endoscopic finding of the second tracheal papilloma,
21 years ago. Fragile and pedunculated papillary tumour, similar
to the present papilloma. (Reprinted with permission from Lee
Eitetsu, MD, the attending physician for this patient at the time of
the second recurrence.)
Figure 2. Permanent section of the resected papilloma. The tra-
cheal papilloma shows well-differentiated squamous cell epithe-
lium without any dysplasia, which is almost the same finding as
that of the first and second tracheal papillomas (haematoxylin,
original magnification 10×).
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KTP/Nd-YAG laser equipment, the latter (Nd-YAG laser)
of which was recommended by Janda et al,9 can produce
KTP laser ray and Nd-YAG laser ray, both of which may be
selected or switched to each other during the procedure.
KTP laser, with a 532 nm wavelength, is very useful for
cutting and coagulating tissues simultaneously, and its
incisional strength does not penetrate so deeply, so there
is less adjacent tissue damage. KTP laser ray is similar to
that of argon plasma coagulator (APC), both of which can
generate less penetration than Nd-YAG laser ray.
However, unlike KTP/Nd-YAG laser, APC has the advan-
tage of not having to follow a straight path and offers 
uniform coagulation.10 So far, there has been no report
published referring to the clinical application of KTP
laser for RRP.
In conclusion, we experienced a case of tracheal papil-
loma with exceptionally longer interval of recurrence,
which was resected by KTP laser. Though clinical cure 
is defined as no papilloma for 5 years after last removal,
tracheal papilloma could recur at any time thereafter. At
present, the first line of treatment for recurrent tracheal
papilloma is resection irrespective of possible recurrence,
and due to the small possibility of malignant changes, it
is advisable for physicians to resect recurrent papilloma
as soon as possible. KTP laser, which is selectable between
KTP/Nd-YAG laser, is very useful for RRP resection.
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